The Balance of Care approach provides a framework for assessing the relative costs and outcomes of changes in the mix of services provided for a particular client group in a defined geographical area. A 2008/2009 systematic literature review explored how five key aspects of the framework had been operationalised detailing past studies' methods. However, little has been reported about the quality of these applications, whilst the (positive and negative, internal and external) issues associated with organisations' capacity to implement study findings (i.e. reconfigure provision) have not been appraised. Against this background, this paper reports the results of a new review that sought to address these gaps and identified 38 examples of the approach's use since 1970. Reporting standards appeared to have improved over time, but there was no clear relationship between study quality and year of publication. Recent applications generally had large samples, used credible case types and engaged appropriate personnel in specifying optimal care. However, they rarely considered comprehensive costs, cost shifting or outcomes. Factors perceived to assist service reconfiguration included the high quality data the approach provided and the momentum for change it generated. Negative factors were predominantly financial, including increased average unit costs and the need for bridging funds.
Introduction
Around the world, health care decision-makers at macro (national), meso (locality) and micro (programme and individual) levels face difficult decisions about resource allocation. On the one hand, population ageing, declining fertility, the increasing participation of women in the labour market, dispersed family networks, changing intergenerational attitudes towards informal care and rising public expectations are increasing demand for high-quality, formal care services. On the other hand, financial austerity places planners and commissioners under considerable pressure to constrain costs. Together these make the efficient use of resources imperative. However, the information available to help service planners is often limited and dispersed across multiple providers. In the past, therefore, spending has often been based on historical funding patterns, with incremental adjustments in response to immediate local concerns and national directives. 1, 2 Against this background, the Balance of Care approach provides an explicit and transparent framework to assist health and social care decision-makers assess the relative costs and outcomes of changes in the mix of community and institutional services provided for a particular client group in a defined geographical area. At the core of this approach is the identification of those people whose care needs could be met in more than one setting. Thus, although it is generally accepted that there are some people for whom a particular setting, say a hospital bed, is the only appropriate location, the approach seeks to identify those individuals who could be supported in more than one location (e.g. in hospital or their own home), people described as on 'the margins of care'. It then assesses the costs and consequences of the current and alternative care options, encouraging service planners to look beyond existing service patterns.
A 2008/2009 systematic literature review of the Balance of Care approach published in this journal identified 33 examples of the framework's use spanning 40 years. 3 This sought to inform the future application and development of the model and focused on past studies' methods, detailing how five central elements of the framework had been operationalised:
. The identification and measurement of those client characteristics that affect decisions about the most appropriate setting in which to support/treat them (e.g. daily functioning, cognitive ability, symptom severity); . The specification of current and potential resources;
. The formulation of alternative care arrangements;
. The estimation of current and alternative care costs;
and . The inclusion of information about the outcomes of care in different settings.
However, little has been reported about past studies' quality, whilst the (positive and negative, internal and external) issues associated with organisations' abilities to implement study findings (i.e. to reconfigure provision) have not been appraised. This paper seeks to address these gaps and reports the results of a second (updated and extended) systematic literature review which addressed two new questions:
. How has the quality of Balance of Care studies changed over time? and . What are the practical implications of Balance of Care studies for health and social care decisionmakers seeking to change the service mix?
As such, it provides important information for the improved planning of health and social care. Further details of the underlying principles of the Balance of Care approach and step-by-step accounts of the process are available elsewhere. [4] [5] [6] Methods A new systematic literature review of the Balance of Care approach was undertaken in 2013 following established guidance. 7, 8 This deliberately employed the same search strategy, study selection and data extraction process as the initial review, 3 but was updated to include the years 2009-2013; expanded to encompass five more databases; and extended to identify new information on the implementation issues associated with the approach.
Searches were undertaken in 11 electronic databases (the six employed in the initial review -Medline, PsychInfo, ASSIA, Embase, HMIC and Web of Science -plus EconLit, LILACS, SciELO, WorldCat Dissertations and Theses, and OpenSigle). The search strategy aimed to capture not only those studies that explicitly identified themselves as Balance of Care applications, but any work exhibiting this approach. Hence, each search sought references containing any of the following terms in the title or abstract: 'balance of care'; 'margin(s) of care' or 'marginal analysis/ analyses', as well as publications citing references by Mooney, an early architect of this approach. 4 No attempt was made to limit any of the searches by language or to a particular time period.
Further searches were undertaken in the System for Information on Grey Literature in Europe, the websites of a number of specialist research centres and Google. The bibliographies of relevant publications were scrutinised for otherwise unidentified studies, and experts highlighted missing applications. All references were managed in Endnote.
The study selection and data extraction process had three stages and mirrored the initial review. 3 First, any references identified in the initial review were automatically designated included/excluded as before. Second, one researcher screened the titles and abstracts of all (newly) identified citations to see if they concerned the prospective strategic planning of health or social care, and a second confirmed the exclusion of the screened-out references. Third, two researchers read the full text of each (newly) retained reference, and independently extracted data from those publications that met the full study inclusion criteria. In summary, included references described empirical studies that simulated resource allocation options and employed data about three key elements of the Balance of Care approach -client characteristics, service use, and costs. Full detail of the study inclusion and exclusion criteria is given in Online Appendix 1. A standardised electronic form encompassing study aims, location, sample, methods and findings was used to extract all data, and any inconsistencies were resolved by discussion.
Further to completion of the data extraction exercise, each study was assessed against a bespoke 16-item checklist of quality (good practice) indicators by the same two authors, first independently and then together (Box 1). This included questions about studies' design, conduct and analysis. Clear guidance was provided on how individual items should be coded (available from the authors), and any disagreements were settled through discussion.
Four summary measures were constructed to facilitate comparison of the studies as a whole. These captured the proportion of indicators exhibited by; not applicable to; not clearly described in (absence of evidence); or not exhibited by (evidence of absence) each application. In most instances, where an item was rated 'not applicable', this was because the study had an equally good or better design. For the purposes of ranking, therefore, the 'exhibited by' and 'not applicable to' categories were combined. Studies were then ordered in two ways: from most to fewest indicators exhibited, and from fewest to most indicators not exhibited.
Finally, one researcher re-read all the included references and extracted data on the factors affecting the ability of organisations to implement studies' findings (i.e. to change the service mix) as reported within these. These data were then reviewed by three researchers, and the key issues were summarised in a SWOT (strengths, weaknesses, opportunities, threats) framework encompassing both internal (within organisation/agency) and external (pan-agency/environmental), positive and negative considerations:
. Internal factors -strengths and weaknesses . External factors -opportunities and threats. 9, 10 Results
Description of studies
The electronic database search yielded 564 unique citations, of which 17 met the full inclusion criteria. A further 32 citations were identified through Internet searching (4), reference tracking (24) and appeal to experts (4). Together, these 49 references constituted the final data set [4] [5] [6] (seven more than in the initial review) as shown in the study selection flow diagram in Online Appendix 2. Thirty-eight studies were described in this dataset 4-6,11-56 (5 more than in the initial review).
A full list of the included studies can be found in Online Appendix 3. Of the five newly identified applications, one was a previously unidentified study from the 1990s, 11 whilst the remainder had been reported since the original review. All applied the Balance of Care framework at a local/regional level, two in the UK 11, 12 and three in Canada. 6, [13] [14] [15] Four explored the needs of frail older people on the cusp of care home admission 6,11,13-15 -a common focus of past work -whilst the other investigated the needs of older people with mental health problems in a wider variety of community and institutional settings than had previously been Box 1. Quality indicators 1. Was the purpose of the study clear? 2. Was the number of cases the analysis was based on large enough to instil confidence in the results? 3. Were the cases the analysis was based on broadly typical of the population of interest? 4. Where decisions about care were based on case types (groups of clients with similar needs for care), did these have face validity? 5. Were those client characteristics most likely to be important in determining individuals' placements/care packages considered? 6. Was the approach to costing comprehensive? 7. Were the cost data used valid? 8. Was the approach to costing fit for purpose? 9. Were the dates to which resources and prices referred stated?
10. Were appropriate adjustments made for inflation? 11. Was there any attempt to investigate cost shifting? 12. Were any outcomes measured / considered? 13 . Where decisions about alternative care packages were not based on research or policy, were they made by appropriate personnel? 14. Was there an attempt to optimise the care provided? 15. Were sensitivity analyses conducted to investigate uncertainty in estimates (of costs or outcomes) and test the robustness of the results? 16. Were key assumptions noted? investigated (at home with different levels of health and social care support; in very sheltered/extra care housing; on entry to a care home; and on entry to an acute mental health inpatient ward). 12 
Quality of studies
In the left-hand image of Figure 1 , the studies have been ranked from most to fewest quality indicators exhibited. No one study exhibited all 16 indicators. Indeed, even when the 'quality indicator exhibited' and the 'quality indicator not applicable' categories were combined, only three applications exhibited more than 80% of indicators, and over a third (n ¼ 14) exhibited less than 50%. As one moves down the figure, however, the proportion of items not reported increases more than the proportion definitely not exhibited, suggesting that study designs may be less variable than reporting standards. This distinction is reinforced by the right-hand image in Figure 1 in which the studies are ranked from fewest to most indicators not exhibited, for although the upper sections of the two images are fairly similar, the order of the applications in the middle and lower sections is quite different.
No indication was found that studies detailed in multiple publications or reported at greater length (e.g. in reports or discussion papers) performed systematically better than those described in single publications or at lesser length. However, there was some evidence that general reporting standards had improved in recent years, with those studies published since the turn of the century having a lower mean percentage of not reported items than those published in previous decades (9% in the 2000s, compared with approximately 14% in the 1970s and just over 20% in the 1980s and 1990s). Despite this, there was no straightforward association between overall study quality and year of publication, for whilst most of the studies published since the start of the century were in the upper half of the rankings, so too were some applications from the 1970s. Further, Table 1 suggests that although recent studies have used large, representative samples, employed credible case types, engaged appropriate personnel to specify optimal care arrangements and undertaken sensitivity analyses of their results, they have largely abandoned any attempt at comprehensive costing, rarely investigated cost shifting and failed to incorporate appropriate outcome measures.
Factors affecting the implementation of studies' findings
The included citations contained a wealth of material on the positive and negative internal and external factors perceived to impact on the ability of organisations to implement Balance of Care study findings, i.e. to change the service mix. The main issues have been summarised in the SWOT framework presented in Figure 2 , whilst the following four sections expand and illustrate each point, highlighting exemplar references.
Strengths. The Balance of Care approach appeared to have three principal advantages for individual organisations/agencies seeking to change service provision. The first of these stemmed from its transparent approach to decision-making and the involvement of frontline staff at multiple points throughout the course of the study, including the specification of alternative care arrangements. Together these promoted a sense of ownership of the decision-making process and assisted staff buy-in. 4, 5, 47, 56 A second benefit was derived from the identification of the potential to shift resources/reconfigure services, and the production of detailed data to inform service development. The latter encompassed information on the profile of those clients likely to be affected by service reconfiguration, specification of the required service mix and the formulation of an itemised cost framework, and was perceived as a valuable resource for strategic planning in contrast to the poor quality information previously available. 13, 16, 36 Such data had both short-and long-term applications. For instance, one study highlighted particular client groups who might benefit from increased support upon hospital discharge 20 (an area where immediate action could improve the allocation of resources), whilst the information produced by another application helped underpin long-term plans to slow care home development. 30 A third advantage related to the determination of potential changes to frontline practice, many of which sought to reduce inefficiencies at transitions and interfaces. 12, 16 For example, one study identified the need to standardise the practice of local care home entry gatekeeping panels, 36 whilst another suggested that the development of a specialist hospital discharge service with clear eligibility criteria and adequate assessment processes would enable a substantial proportion of older hospital patients then discharged to residential care to return home. 21 The need for more intensive and/or flexible care co-ordination and management that would enable staff to build client-centred packages of care was also highlighted. 14, 19, 36 Weaknesses. Whilst the literature suggested that Balance of Care studies had several advantages for organisations looking to reconfigure services, it also highlighted a number of difficulties they were likely to encounter. Several of these related to finance. Those organisations/agencies wishing to support a greater proportion of people in the community, for instance, expected to face increased average unit costs in both community and institutional settings, reflecting the increased needs of people in both locations. 30, 31, 42 Moreover, at least in the short term, any large-scale change was anticipated to require investment (bridging funds) so that new provision could be put in place before old style services closed. 23, 33, 48 The development of new services was also perceived as challenging by some organisations, 19, 20, 36 whilst there was widespread acknowledgment that transforming service provision would take time. 28, 37 For example, the number of hospital admissions prevented by enhanced community provision would need to reach a critical mass before any transfer of monies could be achieved. 5 Other implications related to staff mix, with organisations challenged to upskill staff, change ways of working and develop new roles, 13 highlighting the importance of training and development. 21, 48 Opportunities. The trans-organisation/agency opportunities afforded by Balance of Care studies largely mirrored the intra-organisation/agency strengths, but on a wider scale. Hence, participating organisations welcomed the information the framework could produce on the potential to release resources across the health and social care system, taking a whole system's view of efficiency. 14, 30 This included the extent of any cost shifting, with projected levels of expenditure broken down by agency, whilst the transparency of the approach was perceived as helpful in mitigating some of the problems that can occur when resources are moved between funders. 5, 12 The process of joining with other organisations/ agencies to plan future services was also valued of itself. Whilst there were often structures in place to co-ordinate care at an operational level, this rarely seemed to happen at a strategic level, and the framework was seen to generate a shared commitment toand momentum for -change. 14, 53 The capacity of the approach to assist local health and social care planners in meeting longstanding policy goals to develop community-care was also recognised. 21 Threats. All of the challenges faced at the level of an individual organisation were similarly encountered at a pan-organisation/agency level. However, studies looking to reconfigure services across multiple agencies identified three particular threats. The first concerned the difficulty of moving resources between agencies, there being an understandable reluctance to release monies for investment by other bodies. 29 Second, many social care providers anticipated problems stimulating the market to provide new services/build community capacity, and identified how such developments would also impact on other activities, including inspection, quality control and contract negotiation. 12, 34, 36 Third, a number of participants foresaw problems with structural limitations/administrative rigidities, including service specific eligibility criteria, an issue of international concern. In England, for example, Challis and colleagues 12 argued that the inability of potential tenants to try extra care housing on a short-term basis militated against its use as an alternative to care home admission, whilst, from a Canadian perspective, Kuluski 15 noted that constraints at agency, policy and funding levels deterred staff from combining health and social care resources. Further, eligibility criteria meant respite services were unavailable where caregivers and care recipients lived in separate households. 15 
Discussion and conclusions
In their review of the use of economic evaluation in local decision-making, Eddama and Coast 2 noted that notwithstanding many countries had national policies on the use of specific health interventions, these only accounted for a small proportion of the decisions that had to be made. In addition, although local decision-makers understood the notions of scarcity and the need to make the best use of resources, in practice they often departed from these principles. 57 Against this background, the Balance of Care approach provides a vehicle by which the potential costs and consequences of changes in provision can be assessed in a systematic and quantifiable manner, moving the service development agenda ''beyond discussion. . . towards action based on evidence''. 58 However, gaps in the literature about past studies' quality and the ability of organisations to implement their findings mean that lessons to inform future applications may have gone unheard.
Quality appraisal
Although ideally this research would have employed a validated quality assessment instrument shown to be of use in previous systematic reviews, no suitable tool could be identified. A bespoke checklist of 16 quality indicators was thus constructed based on established criteria for systematic reviews and economic evaluations and the reporting standards for economic submissions required by major health and social science journals. 7, 59, 60 It must be acknowledged that this checklist had a number of weaknesses. These included the potential to conflate reporting and execution, the absence of an indicator relating to public and patient involvement, and the fact the individual items were not totally independent of each other, nor of equal importance. In theory, therefore, it would have been possible for a study to have a seemingly 'good' profile -i.e. to exhibit the majority of quality indicators -without necessarily exhibiting the most important indicators. However, subsequent analysis of studies' ratings on five core indicators representing key design choices in Balance of Care studies (client characterisation, costs, outcomes and the optimisation of care -items 5, 6, 8, 12 and 14 in Table 1 ) undertaken for this paper found that this was not the case.
Despite still suffering from a number of methodological shortcomings, it is encouraging to note that, judged by the best practice indicators of today, the majority of recent studies were amongst the most robust. Nevertheless, despite the central importance of costs and outcomes to the model, only one application utilised a full comprehensive costing approach (encompassing not only those costs incurred by public agencies, but also the costs of housing, personal consumption/living expenses and informal care) and took account of evidence on outcomes, and this study dated from the 1990s. 22, 23 This might seem to indicate the difficulties of addressing both these two indicators simultaneously. Indeed, whilst Challis and colleagues 12 explicitly set out to meet all 16 indicators (informed by the previous review 3 ), a lack of relevant cost information meant that it was only possible to complete a full social costing exercise for clients in certain settings. Furthermore, despite employing three strategies to identify information on the relative outcomes of different service options (a selective literature review; a search of secondary national datasets and a matched cohort study), none provided sufficient data to include in the model. In order to improve the quality of future studies, therefore, more evidence on the unit costs of local health care services and the relative effectiveness of care in different settings is required. There is a growing body of research on the determinants of health status and well-being in institutionalised and non-institutionalised individuals. However, little of this compares the two groups. 61 
Implementation of findings
Whilst past Balance of Care studies have identified a number of factors perceived to help or hinder the ability of applicants to change the service mix, this information was not easy to access. Pertinent observations were dispersed across the literature and there was no obvious evaluative framework to bring them together. Against this background, the SWOT analysis presented here represents a systematic method of organising material about the internal resources and external operating conditions addressed by Balance of Care applications, 10 enabling future service planners to develop strategies that can lever positive factors and counter negative ones. 9 The majority of positive factors stemmed directly from the use of the Balance of Care approach itself. These included the availability of high-quality information to underpin service planning and the momentum for change it generated. In contrast, the negative factors would have been present whether or not this framework was used. Indeed, an advantage of the Balance of Care approach is that it makes these explicit. Further, whilst a commonly cited disadvantage of SWOT analyses is that they tell one nothing about the relative importance of different factors, in this case it was clear that the majority of the challenges for service planners were financial. Indeed, it appeared that cost was both one of the main drivers of service change, and a main barrier to achieving this.
Future potential of the balance of care approach
Whilst this review suggests that the Balance of Care approach has the potential to provide important information to underpin service planning, the number of applications it identified was relatively modest. Why might this be? There would appear to be at least three contributory factors, namely, the study design, the methodological difficulties of using the framework, and the problems organisations' face in implementing Balance of Care study findings.
With regard to the review itself, the first thing to note is that even amongst those studies that explicitly identify with the Balance of Care, the terminology used is inconsistent. Hence, despite the broad nature of the review's search terms, the review may not have captured all past applications (albeit experts identified only a handful of additional studies). Certainly in only including those studies that considered client characteristics, service receipt and costs, the review excluded a number of applications that clearly identified with this intellectual tradition, but, for example, failed to consider costs. Further, the authors are aware of a number of other Balance of Care studies that would have met the review's criteria, but have not been published, and have themselves recently been involved in what is believed to be the first transnational application of the framework in eight European countries. 62 The influence of the approach is thus likely to be wider than this review implies.
Turning to the problems encountered in the employment of the Balance of Care approach, considered together with evidence from the initial review, 3 this review suggests that the three principal barriers to the use of the framework today are the demands it makes for data (particularly on client characteristics); the complexities of the costing process and the lack of comparative outcome information. In light of the increasing amount of routine electronic data collected by health and social care agencies, there is reason to believe that the former will become less of an obstacle, whilst with regard to costing, the authors have recently developed a set of excel-based cost modelling templates to support applications which can (amongst other things) facilitate a comprehensive costing approach and the projection of cost-shifting between agencies. 63, 64 There is, however, little sign of progress in the generation of robust evidence on the relative effectiveness of care in different settings, which remains a priority for future research.
Finally, in light of the multiple problems identified by organisations seeking to implement Balance of Care study findings, it is interesting to consider to what extent the lack of effective health and social care integration has hampered the application of the Balance of Care approach, and what it may be able to offer in the context of the international development of new integrated care models for the purpose of funding and delivering local services. 65, 66 Certainly, the strengths and opportunities the approach provides in bringing together diverse stakeholders to identify, develop and deliver services based on local community needs would seem invaluable in this situation, whilst it may be hoped that these newly developed organisational structures will remove some of the threats encountered in past studies, including the difficulties of moving resources between agencies (Box 2).
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